A growing concern about the decline in the number of non-Black patients making use of the Bronkhorstspruit Clinic exists. The aim of the study was thus to determine the geographic, functional, financial and cultural accessibility of the health care service. A quantitative, descriptive study was conducted in the Greater Bronkhorstspruit (now referred as to as the Kungwini Local Municipality). The systematic random sample consisting of 260 respondents was drawn from Bronkhorstspruit, Zithobeni Township and Rethabiseng formal settlement. Sampling was done within a five-kilometer radius. Questionnaires were used as a method of data collection with the assistance of fieldworkers in Zithobeni and Rethabiseng. Postal questionnaires were used for Bronkhorstspruit, followed by reminder postcards. Fieldworkers followed up unreturned questionnaires. The study revealed that the health services were geographically accessible as 223 of the 253 households are located within a five-kilometer radius of the health facility. Clients, however, complained about the long waiting period for health care services. The health facilities were reported to be overcrowded and short of staff. The clients also indicated that there is a need for a 24-hour service in the area. Some clients highlighted that the health facility's opening and operating times are awkward. The health care services were financially accessible since they were provided free of charge across the board at Primary Health Care level. There was no doubt that the health services were culturally accessible in the sense that no complaints of racial discrimination were indicated. The clients did not have any problems to be nursed by health care providers of any cultural background. The issue of functional accessibility needs urgent attention to be in line with the principle of Batho-Pele directed at the delivery of a customer-friendly service. For clients to be happy and encouraged to utilise the health services they should not be subjected to lengthy waiting periods in an overcrowded health facility. Health facilities should be properly staffed to enable health care providers to function and render efficient quality patient care. OPSOMMING Toenemende kommer bestaan oor die afname in die getal nie-Swart pasiënte wat van die Bronkhorstspruit Kliniek gebruik maak. Die doel van dié studie was om die geografiese, funksionele, finansiële en kulturele toeganklikheid van die gesondheidsdiens te bepaal. 'n Kwantitatiewe, beskrywende studie is in die Groter Bronkhorstspruit (tans bekend as die Kungwini Plaaslike Owerheid) gedoen. 'n Sistematiese ewekansige steekproef van 260 respondente is getrek wat Bronkhorstspruit, asook die Zithobeni-en Rethabiseng-woonareas ingesluit het. Respondente in 'n vyf-kilometer-radius is ingesluit. Vraelyste is gebruik as metode om data in te samel. In die Zithobeni-en Rethabiseng-areas het veldwerkers met die voltooiing van die vraelyste gehelp. Die respondente van Bronkhorstspruit het hul vraelyste per pos ontvang. Dit is opgevolg met poskaarte waarin hulle aangemoedig is om die vraelyste in te vul. Veldwerkers het die respondente van Bronkhorstspruit wat nie HEALTH SA GESONDHEID Vol.9 No.1 -2004 36
INTRODUCTION
The South African health system is facing a challenge to be part of the comprehensive programme aimed at redressing previous social and economic injustices. For the district health system to be properly established, it must have effective health services that meet the needs of the communities they serve in a fast, equitable, available and accessible manner. The health workers should be friendly and courteous (Harrison, 1997:7) .
PROBLEM STATEMENT
Since 1994 the health services of Greater Bronkhorstspruit (now the Kungwini Local Municipality) render a free service to the community in the vicinity of Bronkhorstspruit and surrounding farm areas, irrespective of race and colour. The service includes preventative health care and curative services according to the primary health care approach.
A decline in the number of patients (other than black patients) making use of these services was evident when looking at the Bronkhorstspruit Clinic statistics for 1995 . In 1995 , 1755 (Department of Health, 1995:69) accessibility of the service determines the use of the service. Accessibility is determined by geographic, financial and functional factors, including the distance from the facility, the affordability of the service and the attitudes of health workers.
RESEARCH QUESTION
Is the health services utilised with ease as far as the distance from the facility, affordability of services and attitudes of health workers are concerned?
AIM OF THE STUDY
The aim of the study is to determine the geographic, functional, financial and cultural accessibility of the health care services.
LITERATURE REVIEW
Community members should be able to gain access to health care services irrespective of their cultural background, ethnic grouping or social standing. Various factors determine whether a service is accessible to the people of the community, including geographic, functional, financial and cultural factors.
Accessibility
Accessibility is "the continued organized supply of an equitable level of health care that is easily reachable for all citizens, be it in geographical, functional, financial and cultural terms" (Department of Health, 1992:2) . This means that regular health care should be provided at all health care facilities at all times.
Services should be near the community and rendered at a price they can afford. Dyck (1996:543) defines access as approachability and ease of contact. Further, the accessibility of services should be measured in terms of the hours when clients are able to access health care services.
McGuire, Gerber and Clemen-Stone (1996:220) add that the nurse must understand the client's needs before she/he can determine whether resources are accessible to the client.
Accessibility can be subdivided into the following factors: geographical, functional, financial and cultural.
Geographic accessibility
Geographic accessibility encompasses the acceptable distance, travelling time and means of transport available to reach the health care services in the community (Department of Health, 1992:2) . According to Poland, Taylor and Hayes (1990:17) , geographic accessibility encompasses distance, topography and the mode of transport used to reach the health facility.
Although geographic accessibility is usually measured in terms of distance (Vos, Borgdorf & Kachidza, 1990 :1027) the area and the population density of the area have to be considered too. Poland et al. (1990:17) indicate that the distance from the central location to the nearest fixed health care facility is measured in terms of kilometers and ease of access to that facility. People living more than eight kilometers from a static clinic and more than three kilometers from a mobile clinic site have poor access to health care. A lack of transport as is the case in many developing countries contributes to the problems that people may experience to make use of health care services (Garrett, 1995:32) . According to Giambruno, Cowell, Barber-Madden and Mauro-Bracken (1997:104) transportation relates not only to the availability thereof, but also to the costs. Although health care services may be free of charge, making use of the service may still be costly. This in turn determines the geographical accessibility of the health service.
Functional accessibility
Functional accessibility refers to the appropriate type of care made available to those individuals who need it when necessary. It means properly trained personnel provide all types of care according to the Primary Health Care Package (Department of Health, 1992 :2).
The services clients use differ, depending on their socio-economic status. High socio-economic status clients attend preventative health care services more often than people from low socio-economic status. The latter however, make use of services where all their health care needs can be attended to (Bailey & Phillip, 1990:10) . Clinics should be more efficiently organised and functionally integrated to render curative and preventative services (London & Bachman, 1997:35) .
It is necessary to consult the community to determine the most appropriate hours of operation for the health care facility. The community wants a flexible way of working in order to enable them to access the health care services maximally (Dale, Shipman, Lacock & Davies, 1996 :1209 . In addition to convenient hours of operating, the attractiveness of the clinic environment, location of the health facility and the time spent when visiting the health service determine the accessibility of the health service (York, Grant, Gibeau, Beecham & Kessler, 1996:284) .
As waiting time is considered as a parameter for the quality of health care service, it is unacceptable that clients have to wait long periods in clinics. Kaplan, Brindis, Phibbs, Mellinkovisch, Naylor and Alhstrand (1999:242) support this perspective by stating that appointments must be quickly obtained and a fast effi-cient service must be guaranteed at all times.
Financial accessibility
Financial accessibility refers to the affordability of the services for the community and the state. If a service is financially accessible, health care consumers can pay for it or be subsidised by the government (Department of Health, 1992:2). According to Dreyer, Hattingh and Lock (1993:162) financial accessibility refers to the ability of individuals to pay for the health care services they receive. Garrett (1995:31) indicates that some clients from rural areas have multiple low-paying jobs and do not generate sufficient income to support their families and do not qualify for medical insurance. They end up receiving health care from overcrowded communitybased clinics, thus adding to the difficulties to access health services.
Financial accessibility is, however, a relative concept as people are willing to pay more if they have confidence in the quality of the service (Dyck, 1996:541) .
According to Kaplan et al. (1999:38) , improved health care access can be achieved by reducing structural barriers like lowering the costs of primary health care while expensive tertiary health care costs are restricted.
Cultural accessibility
There is limited literature on cultural accessibility, however, according to Dreyer et al. (1993:162) , cultural accessibility relates to the acceptability of services provided to the community. In the context of this study, it refers to the attitudes of the health workers and the degree to which the health workers are capable of rendering services according to the needs of the relevant community. The acceptance of the cultural orientation of a patient is vital in service delivery and should therefore be respected. Failure to do so can have adverse effects on the acceptability of the service and has to be avoided by all means (Webb, 1996:264) . Health workers that disregard clients' needs based on their ethnicity and make inappropriate assumptions about clients' needs are not rendering a cultural congruent health care service. 
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RESEARCH DESIGN AND METHOD-OLOGY
Reliability and validity
The reliability of the questionnaire was tested in all three areas by taking a ten percent sample from the target population, using the predetermined methods of sampling. The sample used in the pilot study was not included in the major study. The results did not differ in any way from the major study.
To ensure that information was collected reliably, the field workers were trained to give them common understanding. Their roles and responsibilities were clearly explained as far as completing the questionnaire was concerned. All the questions were explained and simplified to the field workers. Exercises were done with the field workers to practice completing the questionnaires to ensure they understand their tasks and roles. Field workers were not supposed to interview the respondents. Their responsibility was to read the questions to the respondents and tick the given responses. 
Ethical considerations
Questionnaires for each area were colour coded and given a serial number to ensure that all the questionnaires were returned. Partial anonymity was maintained with the mailed questionnaires: surnames were acquired from the local municipality for addressing the envelopes. 
DATA ANALYSIS AND FINDINGS
Of the 320 respondents targeted, a total of 260 responded and returned the questionnaires. A computer was used to analyse the data obtained. Only three questions were open-ended and the researchers manually analysed those responses. The respondents were visited at their homes to get hold of those that did not utilise the health services. The head of the households completed the questionnaires on behalf of the family.
Area of residence:
The majority of 217 (83.7%) respondents were from the township and formal settlement, namely Zithobeni and Rethabiseng.
Level of education:
Although members of 15 households (30,6%) in the Bronkhorstspruit area had tertiary education, 166 (63.8%) out of the 260 households, were without any education.
Employment status:
The aim was to identify the number of households that were able to afford to pay for any kind of health care service, or the means of transport to the health care facility, therefore the employment status of the head of each household was assessed. In Rethabiseng, 42 (53,2%) of the respondents were unemployed. Twenty-nine (36,7%) respondents were unskilled, six (7,59%) were skilled, one
(1,27%) was professional and one (1,27%) was selfemployed. In Zithobeni, six (4,6%) respondents were unemployed, 42 (32,1%) were unskilled, 64 (48,85%)
were skilled, seven (5,34%) were professional and 12 (9,16%) were self-employed. It was found that there was a high level of unemployment in Rethabiseng (refer to Figure 1 ). 
Area 1: Rethabiseng
Respondents' dislike about the health services:
Findings showed that the majority of respondents in Availability of help when needed: The findings showed that the availability of health care services is mediocre. Respondents reported that they sometimes or seldom received assistance immediately when needed.
Areas where changes are expected: The respondents from all three areas in the study indicated that they would like to see improvements with regard to the waiting period at the clinics. The waiting area was not up to standard. Visiting clinic of choice: A significant number of respondents indicated that, if they had a choice, they would prefer to visit other health care facilities (refer to Figure 3 ).
Notification of the person in charge about the prob-
Reasons for not seeking alternative health services:
The findings revealed that 167 respondents (64,5%) had no choice due to a lack of money. One hundred and twenty-eight respondents (49,4%) did not have medical aid, 116 respondents (44,8%) did not have their own transport and 93 respondents (35,9%) lacked an alternative health care facility.
Involvement in issues that affect own health:
The findings indicated that 138 respondents (53,3%) used personal confrontation to raise complaints about their own health issues. The community forum and leaders were minimally used to address issues. This is a barrier to effective health service provision, because avenues of reporting are not utilised.
Comments about health services:
The top five complaints from Rethabiseng and Zithobeni were ranked as follows: Findings revealed that the health care services are overcrowded and short-staffed. Despite these shortcomings, the communities utilise the health services with the hope that it will improve.
Payment for services: Some of the respondents strongly felt that a paid service would be better than a free service (refer to Figure 4 ). 
SUMMARY OF FINDINGS
Geographic accessibility
The health services are within reach and the community has ample opportunity to use it. The health services are strategically situated to allow the community to access it. More than 80% of the respondents live within a five-kilometer radius of the health facility. The respondents indicated that they either used public or private transport or walked to the health facility.
The area in which a health facility is situated, the distance travelled and the method of transport used to reach the health facility contribute to the geographic accessibility of a health facility. Therefore the assumption can be made that the services in the Greater Bronkhorstspruit are geographically accessible.
Functional accessibility
The majority of the clients do appreciate the health services rendered at all three areas; they also gave room for improvement wherever the shortcomings had been identified. Clients are forced to accept and use what is available due to a lack of variety of alternative health services.
The long waiting period is a cause for concern; it is a general problem at all public health facilities in the three areas. The staff's attitudes were not highlighted as a problem towards service delivery.
Financial accessibility
The higher the level of education, the better the community understands the importance of health care and the more willing they become to pay for the health care services received.
The people from the higher socio-economic group can afford private transport to visit health services and also have medical aids to pay for their private health services.
The District Health Services are affordable because the clients are able to utilise the health services free 
Cultural accessibility
There are no clear lines of communication between the service users and caregivers. The Greater Bronkhorstspruit is composed of diverse cultural groups. The health workers serve them equally with due respect, making the health services user-friendly and culturally accessible.
LIMITATIONS OF THE STUDY
The study was limited to the investigation of the accessibility of the service only. Complaints about the service were thus listed. A follow-up study to explore ways to address the complaints is recommended. The following recommendations serve as guidelines.
RECOMMENDATIONS
An appointment system must be introduced to regulate the flow of clients. Even those who have limited time to wait for a service should be accommodated; these are clients who use their lunch times to attend the health facility, hoping to receive assistance within a short period of time Specific health workers should be allocated daily to assist clients in the fast queue.
The fast queue is a service for clients who do not need personal consultation. This service must be effectively implemented to assist clients who come for follow-up services or for the collection of medication. All the nurses should be trained in physical assessment and treatment of patients. The majority of clients visit the clinics for treatment of minor ailments.
The non-nursing personnel of the health care facilities should be trained in customer care to provide improved customer services. Clients meet with the clerical staff before the nurses attend to them. The first impressions and attitudes have an impact on the health care users towards the health services rendered at a specific health facility.
Management should recruit additional personnel as determined by the health care needs of the community at a particular health facility. The problem of long waiting hours will not be addressed as long as there is a shortage of staff. The health facility should be staffed according to the number of patients that have to be attended to.
The health facility waiting areas in Zithobeni and
Rethabiseng should be extended since most of the respondents reiterated that these facilities are very small and that there is not enough space.
Arrangements must be made to implement extended hours of health services as suggested by the respondents. This measure will assist to accommodate the clients who are unable to visit the health services during office hours due to some commitments. It will also reduce the overcrowding of services caused by the influx of clients who arrive early in the morning to ensure that they will get treatment.
The health care workers should motivate the local authority to elect clinic committees in order to open lines of communication between the community and the health care givers. This will form a platform to bring up all the complaints and ideas to improve service delivery.
The District Health Nursing Services should remain free of charge but means to prevent abuse of health service could be initiated. The community should be educated on cost-effectiveness of the health services.
The budget of health services should be costed per facility to evaluate and monitor the funds utilised towards individual patient care. Facility managers should be involved in financial management of their respective health facilities for financial accounting at unit level.
